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1. Introduction
Toxoplasma gondii is one of themost successful parasites in theworld, as about one third of theworldwide population is seropositive
for toxoplasmosis (Montoya and Liesenfeld, 2004). The deleterious impact of primary infection during pregnancy, as well as the reac-
tivation of the disease in immunocompromised patients are well known since decades, but, while many gaps have been filled in the
diagnosis field, in epidemiology, or in the comprehension of parasite-cell interplay, few advances have been made in the treatment
of toxoplasmosis. Congenital toxoplasmosis (CT) remains a considerable burden on global health, with an estimated equivalent ofycologie, Centre Hospitalier Universitaire de Rennes, 2 rue Henri Le Guilloux, F-35033 Rennes, France.
.fr. (F. Robert-Gangneux).
n behalf of International Association of Food and Waterborne Parasitology. This is an open access article
s/by/4.0/).
2 N. Konstantinovic et al. / Food and Waterborne Parasitology 12 (2019) e000361.2 million disability-adjusted life-years (DALY) for N190.000 annual cases (Torgerson and Mastroiacovo, 2013), with long-term
neurological sequelae and/or visual impairment possibly expected in infected untreated children.
Whereas HIV-associated Toxoplasma reactivation has readily decreased in high income countries, after the introduction of
highly active antiretroviral therapy, it is still very prevalent in low income countries. Wang et al. have recently calculated that
N13 million HIV-infected people were Toxoplasma-seropositive worldwide, thus at risk for cerebral toxoplasmosis, with 87% of
them living in sub-Saharan Africa (Wang et al., 2017).
Available options for toxoplasmosis chemotherapy are limited. The folate pathway, involved in DNA synthesiswith the dihydrofolate
reductase (DHFR) and dihydropteroate synthetase (DHPS) enzymes, is themain target of anti-Toxoplasma drugs. Pyrimethamine (PYR)
and trimethoprime (TMP), two major drugs in the treatment of acute toxoplasmosis, both act on parasite DHFR, but are unable to
distinguish it from the enzyme of the human host. Taken alone, they are not enough powerful, thus they must be associated in combi-
nation regimens with sulfonamides which block DHPS. Therefore, current treatment regimens have side effects due to myelotoxicity
(not to mention more severe ones that can be life-threatening), and require discontinuation of therapy, or, more frequently, induce
lack of compliance. This is a serious drawback, as patients (congenitally infected neonates, immunocompromised patients) usually
need prolonged courses of treatment.Most of all, no current drug is able to eliminate T. gondii cysts from the infected host, which remain
quiescent, provided that the immune system is strong enough to hamper their reactivation into tachyzoites.
Drug resistance in T. gondii is considered to be a negligible issue, compared to poor compliance and the spectrumof adverse events.
However, failure of the long-term PYR-based treatment for congenital toxoplasmosis (CT), possibly due to the development of drug-
resistant T. gondii strain, has been reported (Villena et al., 1998). Moreover, Silva et al. have recently isolated a sulfadiazine-resistant
T. gondii strain from congenitally infected newborns in Brazil (Silva et al., 2017). Although limited by the slow multiplication of the
parasite and the transmission routes of the disease, both preventing wide spread of a resistant strain, this finding shows that drug
resistance development in T. gondii is possible.
Therefore, it is of great importance to identify novel potent candidates that would be well-tolerated in both pregnant women
and newborns and would act on both tachyzoites and cysts. From a pharmacokinetics point of view, an ideal treatment should be
bioavailable, should concentrate in the placenta but also distribute into the fetal compartment, it should cross the blood-brain bar-
rier and diffuse into the central nervous system (CNS) and the eye compartment as well, to reduce number of cysts. Development
of non-toxic and well tolerated drugs that would prevent reactivation, shorten treatment duration or even eradicate chronic
toxoplasmosis would revolutionize current T. gondii treatment. Finally, such new drug should be affordable, so that it could be
used in low income countries.
In this review, wewill address the current treatments available for the treatment of congenital toxoplasmosis and for reactivation
episodes in immunocompromised patients, and explore the various strategies to develop new anti-Toxoplasma drugs.
2. Current treatment options: which, how and for what benefit?
2.1. Congenital toxoplasmosis
There are two time points for the introduction of specific anti-T. gondii treatment: 1) prenatal treatment, aimed at prevention
of materno-fetal transmission of parasites (MFTP) and/or reducing fetal damage, and 2) postnatal treatment, with the purpose of
alleviation of clinical manifestations and/or prevention of long-term sequelae in the infected neonate.
However, the benefits of prenatal treatment has been diversely appreciated in the literature due to confounding factors
(Robert-Gangneux, 2014), since it may depend, among others, on the type of treatment, the time of introduction after maternal
infection, the dose regimens and duration. Therefore, a prerequisite is to know the accurate time of maternal infection, which is
achievable only in countries with serological screening programs of pregnant women, i.e. a limited number of European countries.
The benefit/risk ratio of postnatal treatment has also been questioned, especially in asymptomatic or subclinical infected patients,
for whom the duration of treatment and the long-term benefits are still under debate (Petersen, 2007).
2.1.1. Prenatal treatment
Women infected during pregnancy (or around conception) are generally offered spiramycin (SPI), a potent macrolide antibiotic
that concentrates in the placenta, making it an ideal preliminary treatment option for the prevention of MFTP (Table 1). Due to the
low rate of adverse effects, SPI is a comfortable treatment option while awaiting amniocentesis. Unfortunately, SPI is ineffective for
the treatment of an established fetal infection, since it barely crosses the placental barrier (Robert-Gangneux et al., 2011).
PCR analysis of the AF samples from the 16th gestational week (gw) onwards allows for a treatment switch to PYR-based combi-
nations, primarily PYR – sulfadiazine combination (PYR-SDZ)when a positive PCR result is obtained (Table 1). However, the PYR-SDZ
combination is teratogenic and hence should be avoided during the first 14 gw, although this cut-off varies between countries (Dunay
et al., 2018). Anyway, prenatal diagnosis is never performed before 14 gw, thus SPI treatment is the rule during the first trimester of
gestation.
The protective effect of SPI has long been known. The classical study by Desmonts and Couvreur (Desmonts and Couvreur, 1974)
reported an over 50% decrease in MFTP (45% in untreated vs. 22% in the treated group), but the results were biased by not taking
into account the gestational age at seroconversion. Studies that followed were also in favor of prenatal treatment (Daffos et al., 1988;
Patel et al., 1996). However, several observational studies published since 1999 cast doubt on the capacity of prenatal treatment to re-
duce the severity of CT, while acknowledging its role in reducing maternofetal transmission (Foulon et al., 1999; Gilbert, Gras and
European Multicentre Study on Congenital Toxoplasmosis, 2003; Cortina-Borja et al., 2010). Further studies dealt primarily with the
Table 1
Recommended treatment options for congenital toxoplasmosis.
Clinical entity Treatment Regimen Administration Duration
Acute toxoplasmosis in pregnancy
(no proof of fetal infection)
SPIa 1 g [3 million units] ×3/d p.o. Until amniocentesis
(AF PCR result) and/or
deliveryb
Fetal toxoplasmosis Combination 1 + 2 + 3 p.o. Until delivery
1. PYR 50 mg/d
2. SDZ 4–6 g/d
3. FA 50 mg/w (once/w)
Neonatal toxoplasmosis Combination 1 + 2+3c p.o. 12mo
1. PYR
2 mg/kg/d for 2d, then 1 mg/kg/d for 6 mo
(or only 2 mo if asymptomatic) and then
1 mg/kg 3×/w for the last 6 mo (or 10 mo)
2. SDZ 100 mg/kg/d
3. FA 15 mg/w (3 × 5 mg)d
SPI: Spiramycin; PYR: Pyrimethamine; SDZ: Sulphadiazine; FA: Folinic acid; p.o.: per os; h: hour; d: day;w:week; gw: gestational week;mo:month; AF: amnioticfluid.
a For infections diagnosed later than 14 gw, US and some European centres (e.g. Austrian) recommend immediate PYR + SDZ + FA treatment (that may be switched
to SPI if AF PCR result comes out negative) (Maldonado, Read and Committee on infectious diseases, 2017; Dunay et al., 2018).
b If fetal infection was not diagnosed or even tested (late pregnancy infections).
c Elevated CSF protein concentration (N 1 g/dL) or retinitis indicate introduction of prednisolone 1 mg/kg (p.o.)
d Neutropenia indicates higher dosage (up to 20 mg/d), followed by 10 mg/d from one month of age (4.5 kg body weight) for 11 months.
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variable screening practices, thus leading to uncertainty on the time ofmaternal infection (Robert-Gangneux, 2014). The 2005 EMSCOT
study reported 72% lower odds of intracranial lesions in infants born tomothers treatedwithin 4 weeks after seroconversion (OR 0.28;
CI: 0.08–0.75) (Gras et al., 2005). The SYROCOT 2007 meta-analysis of 1438 treated mothers revealed that initiation of prenatal treat-
ment within three weeks after seroconversion led to a 52% reduction of MFTP compared with treatment introduced after 8 or more
weeks, but reported no clear effect of prenatal treatment on the rate of clinical manifestations among infected newborns (Thiébaut
et al., 2007). However, the effect of treatment on clinical sequelae was evaluated only on live born infants, and the study suffered
from bias due to heterogeneity of data. On the other hand, Hotop et al. found delayed treatment (N 8w after seroconversion) to be a
risk factor for symptomatic CT (Hotop et al., 2012). Of note, the introduction ofmonthly systematic screening for toxoplasmosis in preg-
nancy in France has resulted in an overall decrease in the rate of MFTP from 29% before 1992 to 24% after 1992, and an impact of im-
mediate introduction of PYR-SDZ treatment on the reduction of clinical CT cases from 11% before 1995 to 4% after 1995 (Wallon et al.,
2013). Austria, another European country with a decades-long national screening program for toxoplasmosis in pregnancy accom-
plished a fascinating reduction in MFTP among prenatally diagnosed and treated women – 9% in comparison to previously 51% in
untreated women, according to the Austrian Toxoplasmosis Register data (1992–2008 period) (Prusa et al., 2015).
A recently published randomized, open-label phase-III clinical trial on the efficacy and compliance of SPI vs. PYR-SDZ in reduc-
ing the MFTP included 36 French centers with enrollment of 143 women who seroconverted in pregnancy during the 2010–2014
period. Proven fetal infection after amniocentesis N18 gw triggered a switch from treatment with SPI to PYR-SDZ up to delivery.
The MFTP was lower in the PYR-SDZ group – 18.5% (12/65) vs. 30% in the SPI group (18/60). The efficacy of PYR-SDZ vs SPI was
higher when the treatment was introduced within 3 weeks after seroconversion (OR 1.20 vs OR 0.03), suggesting a window of
efficacy for the PYR-SDZ regimen to prevent MFTP after maternal infection. Besides, follow-up revealed abnormal ultrasonographic
findings in 8.6% (6/70) fetuses in the SPI group (including 2 cases of severe CT leading to pregnancy termination) whereas none
were observed in the PYR-SDZ group (P = 0.01) (Mandelbrot et al., 2018).
2.1.2. Postnatal treatment
Postnatal treatment is started when the diagnosis of congenital infection is confirmed and aims at preventing or reducing clinical
manifestations at birth and alleviating possible long-term sequelae or clinical relapses, mainly eye sequelae. A classical study that
changed the general approach to post-natal treatment of CT was the 1994 Chicago Collaborative Treatment Trial (CCTT), which re-
vealed an encouraging outcome of a year-long PYR-SDZ treatment in 120 infected neonates followed up between 1981 and 2004,
significantly better than in untreated (or sub-optimally treated) historical controls. Even among children with severe presentations
at birth, 80% had normal motor function, 64% did not develop new eye lesions, and none developed sensorineural hearing loss
(McLeodMcLeod et al., 2006). Actually, the CCTT also standardized the PYR-SDZ treatment regimen, and recommended that it should
be administered continuously throughout the entirefirst year of a congenitally infected child; actualized recommendations have pub-
lished recently (Maldonado, Read and Committee on infectious diseases, 2017) (Table 1).
The prognosis for infected children is improved by the introduction of PYR-SDZ treatment immediately after birth but is fea-
sible only in centers offering prenatal diagnosis or neonatal screening (serology, CNS imaging and ophthalmological examination)
(Peyron et al., 2017). Neonatal screening for CT is systematically conducted in Massachusetts and New Hampshire (USA) and in
Brazil, but is usually performed only on demand in other countries. Early treatment is equally important in asymptomatic and
subclinical newborns, as it reduces the onset of clinical manifestations (Wilson et al., 1980; Phan et al., 2008), and in symptomatic
children where it is expected to ease the symptoms and to reduce the long-term sequelae (cerebral calcifications, retinal disease and
4 N. Konstantinovic et al. / Food and Waterborne Parasitology 12 (2019) e00036even microcephaly and hydrocephalus) (McLeod et al., 2006). Treatment duration was the subject of dispute throughout the years,
and its administration ranged from 3 months in Denmark (Lebech et al., 1999) to 2 years in some French (Villena et al., 1998) and
Swiss (Signorell et al., 1996) centers. The Danish neonatal screening program came up with the results of a 3-year follow-up of 47
infected children treated for 3 months with PYR-SDZ: of the 12 children with clinical CT at birth, only one had new eye lesions
at age 1 and no new lesions were detected at the age 3 (Schmidt et al., 2006). These results were even better than the results of a
US-based 10-year follow-up study of 327 neonates (24% had at least one eye lesion), who were treated with PYR-SDZ for one year:
29% had at least one new lesion after 10 years (Mets et al., 1996), but this discrepancy could be due to different epidemiological
characteristics (lower proportion of avirulent type II strains in Northern America). As the risk of developing eye lesions was shown
to be maximal when cerebral calcifications are present at birth (Kieffer et al., 2008), it has been proposed that treatment could be
shortened to a 3-month course in asymptomatic neonates (Freeman et al., 2008). This alleviation of regimen would not be recom-
mended outside Europe, as eye prognosis is tightly linked to parasite genotype (Pfaff et al., 2014).
2.1.3. Adverse effects and resistance issues
PYR and SDZ are inhibitors of DNA synthesis in T. gondii tachyzoites butmay also inhibit DNA synthesis in tissues with a highmet-
abolic activity such as the bone marrow and epithelium. This can be bypassed by the addition of folinic acid (FA), and these adverse
events are reversed upon cessation of treatment. In a recent randomized clinical trial on MFTP reduction by Mandelbrot et al.
(Mandelbrot et al., 2018), no hematological toxicity was observed in 72women treated with PYR-SDZ-FA, nor in the previous studies
by Hotop et al. (119 pregnant women) and Prusa et al. (Hotop et al., 2012; Prusa et al., 2015). A systematic review showed that, of a
total of 13 reported adverse events compiled in all studies focusing on PYR-based treatment of CT, 8 required discontinuation or
change of treatment (Ben-Harari et al., 2017). Bone marrow suppression in treated infants and pregnant women was reported in
10 (76.9%) (McLeod et al., 2006) and one studies, respectively. In treated children, neutropenia, as well as anemia, were reported
in 53.8% (7/13) studies, thrombocytopenia in 23.1% (3/13) and eosinophilia in 7.7% (1/13) (Ben-Harari et al., 2017).
The potential severity of adverse events of the PYR-SDZ combination led to considering alternative treatment options for CT,
such as PYR-clindamycin, PYR-azithromycin, atovaquone, cotrimoxazole (TMP-SMX). However, clinical evaluation studies, prefer-
ably randomized, are urgently needed; a single study to date has shown a significant effect of TMP-SMX on the reduction of MFTP
when combined with SPI, which was equivalent to that of PYR-SDZ (Valentini et al., 2009).
Although lack of compliance due to adverse events could explain treatment failures, several authors have reported possible resis-
tance issues during the treatment of toxoplasmic encephalitis, chorioretinitis, and congenital toxoplasmosis (Dannemann et al., 1992;
Katlama et al., 1996; Torres et al., 1997; Baatz et al., 2006; Petersen, 2007). Meneceur et al. studied 17 Toxoplasma strains of various
genotypes and found several mutations on the DHFR gene, which were not linked to lower susceptibility to pyrimethamine
(Meneceur et al., 2008). A higher IC50s variability was observed for sulfadiazine, ranging between 3 and 18.9 mg/L for 13 strains
and N50 mg/L for three strains. More recently, Doliwa et al. used a proteomic approach by difference-gel electrophoresis combined
with mass spectrometry to identify proteins that would be differentially expressed in sulfadiazine-resistant strains, compared to
sensitive strains (Doliwa et al., 2013). They found that 44% of proteins were over-expressed in resistant strains and 56% were over-
expressed in sensitive strains. The virulence-associated rhoptry protein, ROP2A, was found in greater abundance in both naturally
resistant Type II strains TgH 32,006 and TgH 32,045 compared to the sensitive strain ME-49. Clearly, more studies are needed to
determine whether resistance to sulfadiazine is linked to virulence of the parasite strain or to specific mutations.
2.2. Immunocompromised patients
Toxoplasmosis is a severe opportunistic infection in immunocompromised patients, resulting most often from the reactivation of
dormant cysts in patients with chronic infection. Toxoplasmic encephalitis (TE) is themost common clinicalmanifestationwhich is ob-
servedwith a high prevalence inHIV-infected patients, but the spectrumof disease has changedwith the increasing number of non-HIV
immunocompromised patients (Robert-Gangneux et al., 2015). Indeed, in non-HIV patients, the outcome is poorer, and toxoplasmosis
ismore often disseminated than confined to the CNS. It is particularly life-threatening in bonemarrowor hematopoietic stem cell trans-
plant (HSCT) patients, as mortality ranges from 38% to 67% despite treatment (Gajurel et al., 2015). Therefore, curative treatments for
toxoplasmosis must be highly and quickly effective, and cross the blood brain barrier. All current treatment protocols have been
established in HIV-infected patients, who represented the largest cohorts in the 1980s. Actually, the drugs used are the same as for con-
genital toxoplasmosis, underlining the small arsenal currently available, and the urgent need for new drugs.
Several clinical trials comparing curative treatments have been conducted in HIV+ patients presenting with TE (Table 2). In these
studies, PYR/SDZwas evaluated at different regimens (PYR ranging from 50mg to 100 mg/day) and/or compared to PYR/clindamycine
(CLD) (Dannemann et al., 1992) or trimetoprime (TMP)/sulfamethoxazole (SMX) (Torre et al., 1998). Altogether, no clear difference
was observed between treatment arms at the end of treatment (Table 2). PYR/SDZ seemed to be the most efficient treatment but
the study power cannot show a superior treatment (Katlama et al., 1996), with fewer relapses during maintenance therapy than
PYR/CLD, but it induced more side effects than PYR/CLD or TMP/SMX (Katlama et al., 1996; Torre et al., 1998).
American (Kaplan et al., 2009) and European guidelines (http://www.eacsociety.org/files/2018guidelines-9.1-english.pdf) on treat-
ment of opportunistic infections in patients living with HIV are based upon those studies and grade recommendations according to
evidence-based medicine criteria proposed by the Infectious Diseases Society of America (IDSA) (Table 3), with at least a 6 week-
induction treatment (until clinical and radiological improvement). The preferred regimen is PYR (200 mg loading dose on day 1,
then 75 mg/day if patient weighs ≥60 kg or 50 mg/day if patient weighs b60 kg), associatedwith (SDZ) (3000mg twice a day if patient
weighs ≥60 kg or 2000 mg twice a day if patient weighs ≥60 kg) and folinic acid (10 to 15 mg/day) (grade AI recommendation).
Table 2
Comparative trials of curative treatments for toxoplasmosis in immunocompromised patients.
Clinical
setting
Patients (No, type) Induction regimen Maintenance regimen Duration (weeks) Country Result Reference
TE 299 adults HIV+ P (50 mg/d) + Sz (4 g/d)
vs
P (50 mg/d) + C (2.4 mg/d)
P (25 mg/d) + Sz (2 g/d)
vs
P (25 mg/d) + C (1.2 g/d)
I: 6
M: Lifelong
Europe Endpoint at 6 weeks:
No superior treatment
More relapses in
P/C arm
(Katlama et al.,
1996)
TE 77 adults HIV + P (50 mg/d) + Sz (60 mg/kg/d)
vs
T (10 mg/kg/d) + Sx (50 mg/kg/d)
P (25 mg/d) + Sz (30 mg/kg/d)
vs
T (5 mg/kg/d) + Sx (25 mg/kg/d)
I: 4
M: 12
Europe (Italy) No superior treatment
More side effects in
P/Sz arm
(Torre et al.,
1998)
TE 59 Adults HIV+ P (200 mg D1; 75 mg/d) + Sz
(100 mg/kg/d)
vs
P (200 mg D1; 75 mg/d) + C (4.8 g/d)
6
USA Endpoint at 6 weeks
No superior treatment
(Dannemann
et al., 1992)
TE 30 adults HIV + P (50 mg/d) + Sz (4 g/d)
vs
P (100 mg/d) + Sz (4 g/d)
vs
T (10 mg/kg/d) + Sx (50 mg/kg/d)
6
Thailand Endpoint at 6 weeks
More deaths in T/Sx
group, but only 10
patients per group
(Kongsaengdao
et al., 2008)
TE 41 adults HIV+ P (200 mg D1; 50 mg/d if b60 kg or
75 mg/d if N60 kg) + Sz (4 g/d)
vs
T (20 mg/kg/d) + Sx (100 mg/kg/d) + C
(1.8 g/d)
P (25 mg/d) + Sz (2 g/d)
vs
T (10 mg/kg/d) + Sx
(50 mg/kg/d) + C (0.9 g/d)
I: 4–6
M: until CD4 count
N200/mm3
India More complete
responses and less
relapses in T/S + C
group
(Goswami
et al., 2015)
TE 39 adults HIV+ A (3 g/d) + P (200 mg D1; 50 mg/d if b60 kg or 75 mg/d if N60 kg)
vs
A (3 g/d) + Sz (4 g/d ifb60 kg or 6 g/d if N60 kg)
I: 6
M: 42
Europe and USA No superior treatment
75% vs 82% of
responses at 6 weeks
(Chirgwin
et al., 2002)
OT 149, No AIDS but
HIV status unknown,
2 IS
P (100 mg D1; 50 mg/d) + Sz
(4 g/d) + CS (60 mg/d)
vs
C (1.8 g/d) + Sz (4 g/d) + CS (60 mg/d)
vs
T (320 mg/d) + Sx (1600 mg/d) + CS
(60 mg/d)
4 Europe
(The Netherlands)
P/Sz + CS: reduction
of retinal lesions
compared with other
combinations
(Rothova et al.,
1993)
TE: Toxoplasmic encephalitis; OT: Ocular toxoplasmosis; HIV: Human immunodeficiency virus; IS: Immunosuppressed patient; P: Pyrimethamine; Sz: Sulfadiazine; C: Clindamycin; T: Trimetoprime; Sx: Sulfamethoxazole; CS:
Corticosteroids; A: Atovaquone; vs: versus; I; induction; M: maintenance.
5
N
.K
onstantinovic
etal./Food
and
W
aterborne
Parasitology
12
(2019)
e00036
Table 3
Rating scheme for treatment recommendations according to IDSA.
Category Definition
A Both strong evidence for efficacy and substantial clinical benefit support recommendation for use. Should always be offered.
B Moderate evidence for efficacy – or strong evidence for efficacy but only limited clinical benefit – supports recommendation for use.
Should generally be offered.
C Evidence for efficacy is insufficient to support a recommendation for or against use. Or evidence for efficacy might not outweigh adverse consequences
(e.g. drug toxicity, drug interactions) or cost of the treatment or alternative approaches. Optional.
D Moderate evidence for lack of efficacy or for adverse outcome supports a recommendation against use. Should generally not be offered.
E Good evidence for lack of efficacy or for adverse outcome supports a recommendation against use. Should never be offered
Sub-category Quality of the evidence supporting the recommendation
I Evidence from at least one properly-designed randomized, controlled trial.
II Evidence from at least one well-designed clinical trial without randomization, from cohort or case-controlled analytic studies (preferably from
more than one center), or from multiple time-series studies, or dramatic results from uncontrolled experiments.
III Evidence from opinions of respected authorities based on clinical experience, descriptive studies, or reports of expert committees.
6 N. Konstantinovic et al. / Food and Waterborne Parasitology 12 (2019) e00036Alternatives therapies are PYR/CLD (600 to 900mg four times a day)+ folinic acid (gradeAI) (Dannemann et al., 1992; Katlama et al.,
1996) or TMP (5 mg/kg twice a day)/SMX (25 mg/kg twice a day) (grade BI) (Torre et al., 1998). If patient cannot tolerate thosemol-
ecules, atovaquone (1500 mg twice a day) can be used in association with pyrimethamine (and folinic acid) or with sulfadiazine
(Chirgwin Chirgwin et al., 2002), grade BII) and azithromycin (900 to 1200 mg/j) can be associated with pyrimethamine (and folinic
acid) (Saba et al., 1993; Jacobson et al., 2001), grade BII.
Along with side effects, mainly myelotoxicity, the therapeutic choice can be guided by availability or price of molecules. In-
deed, pyrimethamine is unavailable and/or unaffordable in many countries, thus explaining the wide use of TMP/SMX as first
line treatment in these countries (Gallant, 2015; Goswami et al., 2015). PYR/SDZ and TMP/SMX present good biodisponibility
(70% and 90% respectively) and all thesemolecules have plasmatic half-life around10 h,makingpossible to obtain peak concentration
after only 2 to 6 h apart from pyrimethamine that has a long half-life (around 4 days) underlying the need for a loading dose. In ad-
dition to that the biodisponibility of pyrimethamine decrease in malnourish patient (de Kock et al., 2018) making TMP/SMX a first
choice in developing countries. Recent reviews and meta-analysis (Rajapakse et al., 2013; Wei et al., 2015; Hernandez et al., 2017)
were not able to show a superior antiparasitic association among PYR/SDZ, PYR/CLD or TMP/SMX, hence reinforces the possibility
to choose TMP/SMX. Furthermore, TMP/SMX is the only intravenous regimen when oral route is not practicable. Taken together,
while guidelines recommend PYR/SDZ, TMP/SMX can be a valuable and convenient alternative in low income countries. However,
TMP/SMX is also the only available efficient combination for prophylaxis in patients at risk for Toxoplasma reactivation (CD4+ T
cells b200/μL). Thus the wide use of the same drug for both prophylaxis and curative treatments is awkward, as it could favor the
emergence of resistance in the long term.
In TE, adjunction of corticosteroid can be necessary to improve brain edema (Luft et al., 1993), but it can be sometimes detrimental
by increasing immunosupression (Arens et al., 2007) and differential diagnosis of lymphoma may be difficult after corticotherapy.
After induction therapy, maintenance therapy/secondary prophylaxis is introduced. For HIV patient, this treatment is maintained
until CD4 count stays above 200 cells/mm3 and HIV viral load is undetectable for up to 6 month (Kaplan et al., 2009; European AIDS
Clinical Society (EACS), 2018). All curative regimenswith lower doses can be used, PYR/SDZ+ FA; PYR/CLD+ FA; Atovaquone alone
or associatedwith PYR+FA; or TMP/SMX. But PYR/CLDhave no effect on Pneumocystis, thus an additional prophylaxis is necessary to
prevent Pneumocystis jirovecii pneumonia. As for induction treatment, price and side effects can orient therapeutic choice.
In HSCT patients, Toxoplasma reactivation is often disseminated, rather than cerebral or ocular (Robert-Gangneux et al., 2018), and
occurs mainly in the first six months after transplantation (Gajurel et al., 2015). There are no therapeutic comparative trials in the lit-
erature, and in the absence of specific guidelines, those forHIVpatients are followed for these patients. PYR/SDZ is the first choice treat-
ment in 80% of cases, followed by TMP/SMXandPYR/CLD (Mele et al., 2002;Martino et al., 2005). Because of the severity of the disease,
it has been suggested that a third antiparasitic drug could be added (PYR/SDZ+ CLD or + spiramycin; TMP/SMX+ CLD) (Mele et al.,
2002). After solid organ transplantation, Toxoplasma infection occurs mostly through contamination by the organ of a seropositive
donor containing dormant cysts, in a naïve recipient (Dhakal et al., 2018); heart transplant recipient are themost at risk in this setting
(Gallino et al., 1996). However, it can be also a primary infection by oral route, irrespective of the kind of transplantation (Campbell
et al., 2006; Fernàndez-Sabé et al., 2012; Robert-Gangneux et al., 2018). Like for HSCT patients, curative treatment usually follows
HIV guidelines, with PYR/SDZ or TMP/SMX as first line therapy. Clindamycin, azithromycin and atovaquone are alternative treatments
when PYR/SDZ or TMP/SMX cannot be used, despite the lack of randomized studies to support their use. In bonemarrowor solid organ
transplantation, lower or discontinued immunosuppression plays an important role in the outcome, as immune restoration is part of
treatment success (Campbell et al., 2006; Chung et al., 2008).
Systemic treatment (Butler et al., 2013; Ozgonul and Besirli, 2017) combining antiparasitic drugs and corticosteroids (Holland and
Lewis, 2002) is recommended for ocular toxoplasmosis in immunocompromised patients. However, comparative studies in this pa-
tient population are scarce. One was conducted in patients with unknown HIV status (Rothova et al., 1993); another one excluded
immunosuppressed patients (Bosch-Driessen et al., 2002). Despite this lack of clinical trials, the classical PYR/SDZ regimen associated
with corticosteroids is considered as the treatment of choice (Rothova et al., 1993; Holland and Lewis, 2002; Butler et al., 2013). Other
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treatment showed superiority.
3. Future therapeutic perspectives
3.1. New candidate molecules
Searching for anti-T. gondii compounds is a difficult task, since it should be active on both tachyzoites and bradyzoite stages.
Currently, no ideal drug is available, but efforts into developing promising drug candidates are continuously ongoing (Escotte-
Binet et al., 2018). A number of preclinical studies (in vitro and in vivo) have been conducted and some compounds demonstrated
low IC50, a high selectivity index in vitro, prolonged survival of infected animals in murine models of acute toxoplasmosis, and
reduced parasite loads in brain and muscle tissues in models of chronic toxoplasmosis (McFarland et al., 2016).
Two different approaches in the drug discovery process will be discussed in this paper, i) searching for compounds with effects
on specific parasitic targets, and ii) repurposing of drugs or promising compounds active against other pathogens. These two
approaches often overlap. Known or suggested mechanisms of action and targets of reviewed drugs and compounds are presented
in Table 4.
Searching for pathways and processes that are essential for parasite survival focuses on essential metabolic pathways (Table 4). At-
tractive drug targets would bemetabolic pathways that are in charge of synthesis of components that are not supplied by the host cell
(fatty acids, sterols and polyisoprenoids…). Ideally, these pathways should be absent or different from the correspondingmammalian
pathways. In particular, drugs that affect processes important for gliding motility, host cell invasion and egress, or that interfere with
the parasite differentiation process have been reported as promising ones (Alday and Doggett, 2017). Pathways affected by currently
used drugs (folate pathway and electron transport pathway) are still considered by researchers in their efforts to overcome drug re-
sistance and findmore effective and safe drugs. PYR analogs that would target specifically the parasite DHFR, would avoid the adverse
effects caused by inhibition of the host folate mechanism. An extremely promising novel compound among the DHFR inhibitors is
dihydrotriazine JPC-2067-B87, previously investigated as an antimalarial candidate, which showed to be highly effective against
T. gondii in vitro with a low IC50 value. Its prodrug, JPC-2056, was tested in a murine model of acute toxoplasmosis and was effective
when administered orally (Mui et al., 2008). However, its effect on cysts is not yet known and needs to be investigated.
The cytochrome bc1 complex is also a frequent drug target against Apicomplexa, including T. gondii (Alday and Doggett, 2017)
(Table 4). Cytochrome bc1 complex inhibitors bind to the Qo or Qi site of the complex and disrupt cell respiration by acting on the
electron transport pathway (Docampo et al., 1978). The only clinically used cytochrome bc1 inhibitor is atovaquone, which, like
other naphthoquinones, binds to the Qo site. Its activity on tissue cyst burden was demonstrated both when used alone (Ferguson
et al., 1994), and combined with clindamycin (Djurković-Djaković et al., 2002). Unfortunately, mutations of the binding site of this
drug on cytochrome b can occur, leading to development of resistance and limiting its wide use (McFadden et al., 2000). Ferreira
et al. (2002) showed significant in vitro inhibitory effect of seven naphthoquinones, three of which (para-hydroxynaphthoquinones
(PHNQ) prolonged survival of mice infectedwith a virulent T. gondii strain (Ferreira et al., 2002). One of them, the PHNQ6 compound,
was further evaluated in a chronic infection model. It was administered alone and in combination with sulfadiazine 30 days after in-
fectionwith an avirulent strain, and resulted in reduction of brain cyst burdens in both cases compared to control mice (Ferreira et al.,
2006). The same group also investigated the anti-T. gondii properties of new amino-terpenylnaphthoquinones (QUI-11, QUI-6, and
QUI-5). In vitro incubation of T. gondii cysts with QUI-6 and QUI-11 resulted in inhibition of bradyzoite infectivity, since none of
the surviving animals inoculatedwith treated cysts had detectable cysts in their brains (Ferreira et al., 2012). Unlike naphthoquinones
which bind to the Qo site of the bc1 complex, another class of compounds worth mentioning is a group of 4-(1H)-quinolone deriv-
atives with endochin-like quinolones (ELQs) hypothesized to bind to the other site of cytochrome bc1 complex, the Qi site. From a
library of 4(1H)-quinolone-3-diarylethers, ELQ-271 and ELQ-316 were selected for further investigation and showed low IC50s.
These compoundswere significantlymore effective than atovaquone in amurinemodel of acute toxoplasmosis, reducing the number
of brain cysts by 88% inmice treatedfiveweeks after infectionwith theME49 strain (Doggett et al., 2012). Since atovaquone and ELQs
act on different sites (Qo and Qi) of the same complex, it has been suggested that a combination of these two compounds would act
synergistically on the parasite bc1 complex and prevent the development of resistance (Alday and Doggett, 2017).
Several important T. gondiimetabolic pathways take place in the apicoplast, making this organelle of interest as a potential drug
target (Montazeri et al., 2017). One potential new drug target is the enoyl-acetyl carrier protein reductase (ENR) of the type II fatty
acid synthesis (FAS II) pathway (Ramakrishnan et al., 2015). Despite the ability of T. gondii to scavenge some fatty acids from the
host cell, those produced in the apicoplast are required for organelle biogenesis (Mazumdar et al., 2006). An antibacterial drug
which inhibits ENR, triclosan (5-chloro-2-[2,4-dichlorophenoxy] phenol), was investigated in murine models of acute and chronic
toxoplasmosis (El-Zawawy et al., 2015a, 2015b), and showed a reduction of burden and of viability of both tachyzoites and cysts. An-
other drug that interferes with the same pathway is thiolactomycin. It specifically inhibits β-ketoacyl-acyl carrier protein synthase,
another enzyme essential for elongation of fatty acids (Jackowski et al., 1989). Among eight thiolactomycin analogs, all but one
showed better activity against T. gondii tachyzoites in vitro compared to the parent compound. The two analogs with longer alkyl
chains at the C5 position had the lowest IC50s and caused changes in parasite morphology, suggesting the importance of the length
of the compound side group for its interactions with the drug target (Martins-Duarte et al., 2009). However, these derivatives have
not yet been tested for in vivo activity.
The apicoplast isoprenoid pathway is also important for parasite survival, with the bifunctional enzyme farnesyl diphosphate/
geranyl geranyl-diphosphate synthase being crucial for synthesis of sterols and polyisoprenoid compounds. A series of newly
Table 4
Overview of novel or re-purposed drugs with anti-Toxoplasma activity.
Drug/compound Mechanism of
action
Target Activity Reference
In vitro In vivo-tachyzoites In vivo-bradyzoites
Dihydrotriazine JPC-2067-B Folate pathway Dihydrofolate reductase + + ND (Mui et al., 2008)
JPC-2056 ND + ND (Mui et al., 2008)
MMV675968a + ND ND (Spalenka et al., 2018)
Atovaquone Electron transport
pathway
Cytochrome bc1 + + + (Romand et al., 1993;
Ferguson et al., 1994)
(Djurković-Djaković
et al., 1999, 2002)h
Para-hydroxynaphthoquinones + + + (Ferreira et al., 2002,
2006)
Amino-terpenylnaphthoquinones
(QUI-11, QUI-6, and QUI-5)
+ ND +g (Ferreira et al., 2012)
MMV689480 (buparvaquone)a + +e ND (Müller et al., 2017)e
(Spalenka et al., 2018)
Endochin-like quinolones
(ELQ-271, ELQ-316)
+ + + (Doggett et al., 2012)
Triclosan Fatty acid synthesis
II pathway
Enoyl-acetyl carrier
protein reductase
ND + + (El-Zawawy et al.,
2015a, 2015b)
Thiolactomycin β-ketoacyl-acyl carrier
protein synthase
+ ND ND (Martins-Duarte et al.,
2009)
Newly synthesized
bisphosphonates
Isoprenoid
pathway
Farnesyl
diphosphate/geranyl
geranyl-diphosphate
synthase
+ + ND (Shubar et al., 2008)
Artemisone and artemiside Ca-dependent
pathway
Ca-ATPases + + + (Dunay et al., 2009)
Bumped kinase inhibitor 1294 Calcium-dependent
protein kinase 1
+ + ND (Doggett et al., 2014)
(Müller et al., 2017)e
Compound 32 + + + (Vidadala et al., 2016)
Compound 24 + + + (Rutaganira et al.,
2017)
FR235222 Gene expression
control
Histone deacetylase
enzymes
+ ND +g (Maubon et al., 2010)
W363 and W399 + ND ND (Maubon et al., 2010)
Rolipram cAMP signaling
pathways
Phosphodiestrase 4 ND ND + (Afifi and Al-Rabia,
2015)
Guanabenz Translational
control
TgIF2α phosphorilation + + + (Benmerzouga et al.,
2015)
MMV007791 (piperazine
acetamide)b
Active against
Plasmodium
Uncertain + ND ND (Boyom et al., 2014)
Newly synthesized quinoline
compounds:
8-hydroxyquinoline and
4-aminoquinoline (B23)
Apicoplast level Apicoplast metabolic
functions
+ ND ND (Kadri et al., 2014)
Tanshinone IIAc Anticancer Uncertain + ND ND (Murata et al., 2017)
Hydroxyzinec Histamine
receptor
antagonist
Compounds with
antiinflammatory and
anticancer propertiesd
Antiinflammatory
and anticancer
Uncertain + ND ND (Adeyemi et al., 2018)
Miltefosine Anticancer Enzymes involved in
phospholipid
metabolism
+ +f + (Ni Nyoman and Lüder,
2013; Eissa et al., 2015)
Tetraoxane (compound 21) Uncertain ND + ND (Opsenica et al., 2015)
ND: not done.
a Compounds from Pathogen box provided by Medicines for Malaria Venture (MMV).
b Compound from Malaria box provided by Medicines for Malaria Venture (MMV).
c Compounds from chemical compound library provided by the Drug Discovery Initiative (University of Tokyo, Japan).
d Natural product library and FDA-approved drugs.
e Vertical transmission model.
f Poor effects.
g Evaluated in ex vivo model system.
h In combination with clindamycin.
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and excellent activity against T. gondii in vitro and in vivo (Shubar et al., 2008).
The calcium-dependent pathway, regulated by calcium-dependent protein kinase 1 (TgCDPK1) which differs from human kinases,
controls processes essential for T. gondii gliding motility, host-cell invasion and egress (Lourido et al., 2010). Among highly promising
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Doggett, 2017). However, further evaluation of a promising compound, bumped kinase inhibitor BKI 1294, was interrupted (Doggett
et al., 2014) because of the suspected risk of cardiotoxicity through the inhibition of the human Ether-à-go-go-Related Gene (hERG)
ion channel (Ojo et al., 2014). Nevertheless, Vidadala et al. optimized a new compound (compound 32) with modifications in the
main PP scaffold that retained favorable BKI 1294 properties, but lacked the hERG inhibitory activity (Vidadala et al., 2016). This
compound significantly reduced the parasite burden in a murine model of acute T. gondii infection. Moreover, it was able to penetrate
the CNSwhere it significantly reduced the brain cyst burden (by 88.7%)when administeredfiveweeks after infection. Rutaganeira et al.,
conducted further investigation of PP-based CDPK1 inhibitors in murine models; treatment with compound 24 during the first days
of infection allowed reduction of the brain cyst burden in surviving mice at day 30, but more importantly, administration of this
compound after removal of sulfadiazine in immunocompromised (IFNγ receptor-deficient) mice resulted either in a complete cure
or a delay in the reactivation of chronic toxoplasmosis (Rutaganira et al., 2017).
Parasite interconversion between tachyzoite and bradyzoite stages is a fundamental event in the pathogenesis of toxoplasmosis.
A blockade of the differentiation into bradyzoites could help cure an acute infection, whereas a blockade of the differentiation into
tachyzoites process would be of great importance for chronically infected immunocompromised patients, who are at risk of reactiva-
tion. Histone acetylase (HAT) and histone deacetylase (HDAC) enzymes control histone acetylation levels, and have an important role
in the control of gene expression during parasite interconversion. It is hypothesized that inhibitors of T. gondii HDAC3 (TgHDAC3)
disrupt the usual level of histone acetylation across the genome (Bougdour et al., 2009;Maubon et al., 2010). One TgHDAC3 inhibitor,
the cyclopeptide FR235222, inhibited T. gondii intracellular growth, induced conversion of tachyzoites to bradyzoites in vitro
(Bougdour et al., 2009), and even reached bradyzoites within ex vivo cysts, making them incapable of converting again into
tachyzoites. Also, when FR235222-treated cysts were inoculated in mice, they were incapable of causing infection. Two derivatives
of FR235222, W363 and W399, were further evaluated in vitro and showed IC50s equivalent to that of the parent compound,
while being less cytotoxic (Maubon et al., 2010). Effectiveness of FR235222 and derivatives against chronically infectedmice remains
to be demonstrated in vivo.
Phosphodiestrase-4 (PDE4) inhibitors interfere with tachyzoite to bradyzoite interconversion by affecting the cAMP signaling
pathways, and probably by suppression of pro-inflammatory Th1 cytokines. (Afifi and Al-Rabia, 2015) showed that one PDE4 in-
hibitor, rolipram, allowed for a 74% reduction of the brain cyst load in chronically infected mice. Unfortunately, severe nausea and
vomiting caused by this drug were reported (O'Donnell and Zhang, 2004).
Translational control via phosphorylation of the T. gondii eukaryotic initiation factor 2 (TgeIF2) is essential in both the tachyzoite
and bradyzoite stages. Recently, it has been shown that guanabenz, an FDA-approved antihypertensive drug, interferes with transla-
tional control through inhibition of eIF2 dephosphorylation, without involving host's eIF2. Guanabenz showed activity on both stages
of the parasite, i.e. it was able to protect mice against acute toxoplasmosis, but also to cross the blood-brain barrier and reduce the
number of brain cysts (up to 69%) in chronically infected mice (Benmerzouga et al., 2015).
Aside from well-known drug targets, an interesting novel approach using morpholinos for identifying and characterizing new
T. gondii targets of therapeutic interest has recently been described (Lai et al., 2012;McPhillie et al., 2016). Lykins et al. usedmodified
forms of morpholinos with covalently attached chemical groups to facilitate entry into cells (vivoPMO), in order to decrease the
expression of specific T. gondii enzymes (Lykins et al., 2018). This approach may identify enzymes potentially important in parasitic
replication and thus attractive as new drug targets.
The other frequent approach in the drug discovery process is screening of a wide range of available chemical compounds. Studies
focusing on drug repurposing are conducted, as it was noticed that compounds active against one apicomplexan parasite are often
active against other apicomplexans, possibly in relation with conserved biochemical pathways, and consequently common targets.
Artemisinin, a highly potent antimalarial, as well as its numerous derivatives produced over years, showed potential in the
treatment of murine toxoplasmosis (Alday and Doggett, 2017). Particularly interesting are artemisone and artemiside, which
prolonged survival and reduced the brain cyst burden in mice infected with tachyzoites of a type II Toxoplasma strain. They
also prolonged survival in a murine model of reactivated toxoplasmosis, but all the animals died following discontinuation of
drug administration, indicating that artemisinin derivatives acts on tachyzoites, but not on bradyzoites (Dunay et al., 2009).
The availability of chemical compound libraries allows for high throughput screenings against T. gondii. For instance, Boyom et al.
conducted in vitro drug screening of the open-access Medicines for Malaria Venture (MMV) Malaria Box containing 400 blood-
stage-active anti-Plasmodium compounds (Boyom et al., 2014). This screening led to the identification of seven potent anti-T. gondii
compounds, the most potent and selective of which was MMV007791, a piperazineacetamide. These compounds had novel chemical
scaffolds that differed from the pyrimidine present in available drugs for toxoplasmosis. A similar open-access library called Pathogen
box consisting of 400 compounds with activity against diverse pathogens, was subjected to anti-T. gondii screening by Spalenka et al.
(Spalenka et al., 2018). Fifteen compounds turned out to be effective, with eight having both selective and favorable in vitro
effects on the growth of tachyzoites. Out of the three most active compounds, MMV675968 was previously described as having an
anti-Cryptosporidium effect targeting DHFR, and it is probable that it also targets DHFR in Toxoplasma. Another one was buparvaquone,
a well-known hydroxynaphthoquinone, previously shown to inhibit Neospora caninum proliferation by inhibition of enzymes involved
in the mitochondrial electron transport (Spalenka et al., 2018).
While screening of the Malaria and the Pathogen boxes focused on early preclinical leads, a recent study by Radke et al. (2018)
evaluated currently approved antimalarial drugs and drugs in late preclinical development (Radke et al., 2018). Surprisingly, the
majority of these drugs showed limited activity against T. gondii in vitro. Particularly, 4-amino and 8-aminoquinolines derivatives
had modest or even very little potency in inhibiting T. gondii, while, Kadri et al. (2014) had previously reported promising results
with newly synthesized quinoline compounds and one 4-aminoquinoline (Kadri et al., 2014).
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fective inhibitors in vitro, without causing host cell toxicity, i.e. tanshinone IIA (a compound thatmay inhibit cancer cell growth), and
the antihistamine drug hydroxyzine. More interestingly, these compounds showed inhibitory effects on the growth of intermediately
differentiated bradyzoites, a property lacking in current drugs (Murata et al., 2017).
Finally, Adeyemi et al. screened a large natural products library, aswell as a library of FDA-approved drugs with various treatment
indications (Adeyemi et al., 2018). The majority of the compounds that inhibited parasite growth had anti-inflammatory and anti-
cancer properties. This was not surprising, as it was already demonstrated that some drugs used in cancer and inflammatory therapy,
showed potent activity on T. gondii growth in vitro (Dittmar et al., 2016;Murata et al., 2017), but also on Leishmania growth. Of them,
miltefosine showed promising results in treating numerous protozoal infections, and is nowwidely used in the treatment of visceral
leishmaniasis. Its ability to successfully treat encephalitis caused by free living amoebas emphasizes its potential for crossing the
blood-brain barrier (Schuster et al., 2006; Webster et al., 2012). It did not show potency in controlling acute toxoplasmosis, but
conversely, administration of this drug 60 days after murine infection with ME49 strain, led to a reduction of the brain cyst number
and size (Eissa et al., 2015). Another anti-cancer molecule (tetraoxane) was tested in a murine model of acute toxoplasmosis and
significantly prolonged survival of infected mice compared to control mice (Opsenica et al., 2015).
Overall, these studies are encouraging and show that the arsenal of drug candidates is expanding, with some of them being very
promising. However, further studies are needed in vivo to confirm results obtained in vitro.
3.2. Immunotherapeutic strategies against Toxoplasma infection: sound or unrealistic?
Toxoplasma acute infection remains largely asymptomatic in immunocompetent hosts, thanks to an appropriate immune control
resulting in parasite encystation. However, partial subversion of the host response by the parasite allows lifelong persistence of cysts.
This host-parasite cohabitation relies on a tightly regulated balance, to control parasite replication. The occurrence of any immune de-
fect, particularly affecting the T-cell response, mostly secondary to HIV infection or immunosuppressive therapies, results in parasite
reactivation, leading to severe encephalitis or disseminated infection (Hegab and Al-Mutawa, 2003). Currently, none of the therapies
described above are able to eradicate the parasite from infected hosts, leaving them vulnerable to further relapses. In this context,
for many years, immunotherapy has emerged as a promising and beneficial approach for the management of toxoplasmosis, allowing
immunocompromised hosts to recover an adequate immune response (Fung and Kirschenbaum, 1996). Continuous advances in the
understanding of toxoplasmosis immunopathogenesis have given new insights on how to counteract immune impairments. Apart
from vaccine development which raises many active researches (Lim and Othman, 2014; Rezaei et al., 2018) and are addressed in a
review in this special issue (Innes et al., 2019), alternative immunomodulation strategies, including adoptive cell transfer and passive
immunization will be successively discussed.
The immune response against T. gondii, involves complexmechanisms of both innate and adaptive immunity.While innate effectors
play an important role during acute infection (Yarovinsky, 2014), long-term protection is mediated by the adaptive immune response.
In particular, cellular effectors, mainly IFNγ-producing T lymphocytes, are needed to control multiplication and spread of T. gondii, and
maintain latency (Khan et al., 1999). Especially, CD8+ T cells and NK cells act through the lysis of infected cells, and consequently ren-
der the parasite accessible to other immunological mechanisms, including immunoglobulins, complement, macrophages and dendritic
cells (Bhadra et al., 2011a; Yarovinsky, 2014). Th1 pro-inflammatory response involving cytokines such as IL-12, IFNγ, TNFα, as well as
IL-7 and IL-15 is themainstay of an adequate anti-parasitic response, initially during acute infection to reduce parasite burden, and then
during chronic infection to exert immune pressure, sufficient enough to maintain parasite encystment (Gazzinelli et al., 1993; Khan
et al., 1994; Khan and Kasper, 1996; Yap et al., 2000; Bhadra et al., 2010). Conversely, immunosuppressive cytokines such as IL-10, con-
tribute to the parasite intracerebral persistence, and the impairment of local immune response leads to the reactivation of latent
T. gondii cysts in the brain (Khan et al., 1995).
Firstly, to reinforce innate immunity, the administration of interleukin-18 was shown to enhance IL-12-mediated resistance to
Toxoplasma in profoundly immunosuppressed SCID mice, leading to reduced parasite burdens and delayed time to death (Cai et al.,
2000). Although endogenous IL-18 appeared to have limited involvement in innate resistance, the protective role conferred by
exogenous IL-18 supplementationwas correlatedwith increased NK cell numbers and cytotoxic activity, together with elevated levels
of INOS in splenic tissue.
Another strategy could aim at counteracting the biological activity of deleterious cytokines, as proposed by Deckert-Schlüter et al.
(1997), who assessed the relevance of anti-IL-10 antibodies in a mice model of chronic encephalitis (Deckert-Schlüter et al., 1997).
Interestingly, it led to the decrease of intracerebral parasitic load, related to an enhanced expression of IFNγ and TNFα, and a higher
intracerebral recruitment of CD4+ and CD8+ T cells. However, IL-10-deficient mice quickly succumbed to necrotizing hepatitis,
resulting from CD4+ T cell-mediated immunopathology with overproduction of IFNγ, IL-12 and TNFα (Gazzinelli et al., 1996).
This study underlined the complexity of developing such interventions which can be dampened by adverse secondary effects.
Anothermajor target for immunotherapeutic interventions is the CD8 T-road, as the loss of CD8+T cell functionality (including op-
timal production of IFNγ) is a well-recognized feature responsible for parasite reactivation (Bhadra et al., 2011b; Bhadra et al., 2012).
Precisely, this CD8 “exhaustion” is related to the overexpression of the inhibitory lymphocyte receptor PD-1 (Programmed Death-1)
on T cell surface, leading to elevated apoptosis and progressive attrition of their functions. Logically, the blockade of PD-1/PDL-1 path-
way by inhibitory antibodies has been explored and revealed an interesting rescue of dysfunctional CD8+T cells (Bhadra et al., 2011b).
Chronically infected mice significantly improved the control of parasite recrudescence (lower rate of Toxoplasma-infected leukocytes
in brain and blood), leading to an enhanced survival, compared to untreated animals. However, such strategies should be cautiously
considered, given that a prolonged blockade of PD-1 carries the risk of autoimmunity (Kasagi et al., 2011).
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text of chronic Toxoplasma infection.While it showed to temporarily restrict the breakdown of cysts and confer a transient protection
against the parasite reactivation (within fourweeks post-treatment), it did not allow a long-term rescue of exhausted T cells, because
donor cells failed to become long-lived (Bhadra et al., 2013). Thus this strategy could be only considered as prevention therapy of re-
activation in high-risk immunocompromised patients.
Besides, regarding immunotherapy interventions, despitemany advances in the field of vaccination, the efficiency of immunization
therapies may be hampered in immunocompromised hosts, due to reduced cellular immunity. Thus, this issue raised interest for pas-
sive immunization assays, that could confer at least transitorily, an adequate protection against reactivation (Lim and Othman, 2014).
Indeed, the use of specific recombinant anti-Toxoplasma antibodies represents a promising strategy, to block at early stage, parasite
attachment and host cells invasion (Cha et al., 2001; Fu et al., 2011), or intracellular tachyzoite replication (Tan et al., 2010). Among
others, antibodies against SAG1 antigen, themost abundant and immunogenic antigen at the parasite surface, arousedmany expecta-
tions. Especially, Fab antibody fragments to SAG1 were shown to increase by 50% the survival in mice after lethal challenge, by direct
blockade of cell invasion, rather than promoting Fc-dependent phagocytosis, cellular cytotoxicity or complement activation (Fu et al.,
2011). Thus, by slowing parasite invasion, such therapies could be considered as prophylactic or adjuvant therapies combined to cu-
rative anti-parasitic treatments in immunocompromised hosts.
Taken together, several different approaches could be suitable for the control of Toxoplasma infection in immunocompromised
patients, but have been mostly explored in mouse models, thus clinical trials in humans are still lacking to validate such strategies.
Immunomodulation interventions for toxoplasmosis control could be fueled by researches in the field of leishmaniasis. Indeed,
Leishmania parasites are also intracellular parasites, able to escape the host immune response and cause chronic visceral disease,
all the more serious and fatal in immunocompromised hosts. The poor therapeutic response to conventional treatment could be
compensated by the adjunction of alternative therapy, including supplementation or inhibition of specific interleukins (anti-IL-10),
indirect immunostimulatory drugs, cellular or antibody transfers, as recently reviewed (Adriaensen et al., 2018). Recently the immu-
nomodulatory properties of nanochitosan particles gave rise to renewed interest for the treatment of cutaneous leishmaniasis, alone
or as adjuvant therapy (Bahrami et al., 2015; You et al., 2017). Interestingly, Teimouri et al. showed that nanochitosan particles alone
were at least as efficient as sulfadiazine against Toxoplasma RH tachyzoites in vitro (Teimouri et al., 2018), and Etewa et al. reported
reduced mortality in RH strain-infected mice treated with nanochitosan particles loaded with spiramycin (Etewa et al., 2018).
Thus, the boost of the host immune response could be a seducing therapeutic approach 1) to prevent reactivation of toxoplasmosis
in immunocompromised patients if it has less adverse effects than the widely used drug cotrimoxazole, or 2) to help treating severe
reactivation episodes in combination to conventional drugs, but active research in the field is still needed.Acknowledgments
The authors thank Olgica Djurkovic-Djakovic for helpful discussions and critical reading of the manuscript.References
Adeyemi, O.S., et al., 2018. Screening of chemical compound libraries identified new anti-Toxoplasma gondii agents. Parasitol. Res. 117 (2), 355–363. https://doi.org/
10.1007/s00436-017-5698-1.
Adriaensen, W., et al., 2018. Immunomodulatory therapy of visceral leishmaniasis in human immunodeficiency virus-coinfected patients. Front. Immunol. 8.
https://doi.org/10.3389/fimmu.2017.01943.
Afifi, M.A., Al-Rabia, M.W., 2015. The immunomodulatory effects of rolipram abolish drug-resistant latent phase of Toxoplasma gondii infection in a murine model.
J. Microsc. Ultrastruct. 3 (2), 86–91. https://doi.org/10.1016/j.jmau.2014.12.001.
Alday, P.H., Doggett, J.S., 2017. Drugs in development for toxoplasmosis: advances, challenges, and current status. Drug Des. Devel. Ther. 11, 273–293. https://doi.org/
10.2147/DDDT.S60973.
Arens, J., et al., 2007. Treating AIDS-associated cerebral toxoplasmosis - pyrimethamine plus sulfadiazine compared with cotrimoxazole, and outcome with adjunctive
glucocorticoids. S. Afr. Med. J. 97 (10), 956–958.
Baatz, H., et al., 2006. Reactivation of Toxoplasma retinochoroiditis under atovaquone therapy in an immunocompetent patient. Ocul. Immunol. Inflamm. 14 (3),
185–187. https://doi.org/10.1080/09273940600659740.
Bahrami, S., et al., 2015. Potential application of nanochitosan film as a therapeutic agent against cutaneous leishmaniasis caused by L. major. Parasitol. Res. 114 (12),
4617–4624. https://doi.org/10.1007/s00436-015-4707-5.
Ben-Harari, R.R., Goodwin, E., Casoy, J., 2017. Adverse event profile of pyrimethamine-based therapy in toxoplasmosis: a systematic review. Drugs in R&D 17 (4),
523–544. https://doi.org/10.1007/s40268-017-0206-8.
Benmerzouga, I., et al., 2015. Guanabenz repurposed as an antiparasitic with activity against acute and latent toxoplasmosis. Antimicrob. Agents Chemother. 59 (11),
6939–6945. https://doi.org/10.1128/AAC.01683-15.
Bhadra, R., Guan, H., Khan, I.A., 2010. Absence of both IL-7 and IL-15 severely impairs the development of CD8 T cell response against Toxoplasma gondii. PLoS One 5 (5),
e10842. https://doi.org/10.1371/journal.pone.0010842.
Bhadra, R., Gigley, J.P., Khan, I.A., 2011a. The CD8 T-cell road to immunotherapy of toxoplasmosis. Immunotherapy 3 (6), 789–801. https://doi.org/10.2217/imt.11.68.
Bhadra, R., et al., 2011b. Control of Toxoplasma reactivation by rescue of dysfunctional CD8+ T-cell response via PD-1-PDL-1 blockade. Proc. Natl. Acad. Sci. U. S. A. 108
(22), 9196–9201. https://doi.org/10.1073/pnas.1015298108.
Bhadra, R., Gigley, J.P., Khan, I.A., 2012. PD-1–mediated attrition of polyfunctional memory CD8+T cells in chronic Toxoplasma infection. J. Infect. Dis. 206 (1), 125–134.
https://doi.org/10.1093/infdis/jis304.
Bhadra, R., Cobb, D.A., Khan, I.A., 2013. ‘Donor CD8 + T cells prevent Toxoplasma gondii de-encystation but fail to rescue the exhausted endogenous CD8 + T cell pop-
ulation’, Infection and Immunity. Edited by J. L. Flynn 81 (9), 3414–3425. https://doi.org/10.1128/IAI.00784-12.
Bosch-Driessen, L.H., et al., 2002. A prospective, randomized trial of pyrimethamine and azithromycin vs pyrimethamine and sulfadiazine for the treatment of ocular
toxoplasmosis. Am J. Ophthalmol. 134 (1), 34–40. https://doi.org/10.1016/S0002-9394(02)01537-4.
Bougdour, A., et al., 2009. Drug inhibition of HDAC3 and epigenetic control of differentiation in Apicomplexa parasites. J. Exp. Med. 206 (4), 953–966. https://doi.org/
10.1084/jem.20082826.
12 N. Konstantinovic et al. / Food and Waterborne Parasitology 12 (2019) e00036Boyom, F.F., et al., 2014. Repurposing the open access malaria box to discover potent inhibitors of Toxoplasma gondii and Entamoeba histolytica. Antimicrob. Agents
Chemother. 58 (10), 5848–5854. https://doi.org/10.1128/AAC.02541-14.
Butler, N.J., et al., 2013. Ocular toxoplasmosis II: clinical features, pathology and management. Clin. Exp. Ophthalmol. 41 (1), 95–108. https://doi.org/10.1111/j.1442-
9071.2012.02838.x.
Cai, G., Kastelein, R., Hunter, C.A., 2000. Interleukin-18 (IL-18) enhances innate IL-12-mediated resistance to Toxoplasma gondii. Infect. Immun. 68 (12), 6932–6938.
Campbell, A.L., et al., 2006. First case of toxoplasmosis following small bowel transplantation and systematic review of tissue-invasive toxoplasmosis following non-
cardiac solid organ transplantation. Transplantation 81 (3), 408–417. https://doi.org/10.1097/01.tp.0000188183.49025.d5.
Cha, D.Y., et al., 2001. Effects of specific monoclonal antibodies to dense granular proteins on the invasion of Toxoplasma gondii in vitro and in vivo. Korean J. Parasitol.
39 (3), 233–240.
Chirgwin, K., et al., 2002. Randomized phase II trial of atovaquone with pyrimethamine or sulfadiazine for treatment of toxoplasmic encephalitis in patients with ac-
quired immunodeficiency syndrome: ACTG 237/ANRS 039 Study. AIDS Clinical Trials Group 237/Agence Nationale de Recherche sur le SIDA, Essai 039. Clin. Infect.
Dis. 34 (9), 1243–1250. https://doi.org/10.1086/339551.
Chung, H., et al., 2008. Bilateral Toxoplasma Retinochoroiditis simulating cytomegalovirus retinitis in an allogeneic bone marrow transplant patient. Korean
J. Ophthalmol. 22 (3), 197–200. https://doi.org/10.3341/kjo.2008.22.3.197.
Cortina-Borja, M., et al., 2010. Prenatal treatment for serious neurological sequelae of congenital toxoplasmosis: an observational prospective cohort study. PLoSMed. 7
(10). https://doi.org/10.1371/journal.pmed.1000351.
Daffos, F., et al., 1988. Prenatal management of 746 pregnancies at risk for congenital toxoplasmosis. N. Engl. J. Med. 318 (5), 271–275. https://doi.org/10.1056/
NEJM198802043180502.
Dannemann, B., et al., 1992. Treatment of toxoplasmic encephalitis in patients with AIDS. A randomized trial comparing pyrimethamine plus clindamycin to pyrimeth-
amine plus sulfadiazine. The California collaborative treatment group. Ann. Intern. Med. 116 (1), 33–43.
de Kock, M., et al., 2018. Population pharmacokinetic properties of sulfadoxine and pyrimethamine: a pooled analysis to inform optimal dosing in African childrenwith
uncomplicated malaria. Antimicrob. Agents Chemother. 62 (5). https://doi.org/10.1128/AAC.01370-17.
Deckert-Schlüter, M., et al., 1997. Interleukin-10 downregulates the intracerebral immune response in chronic Toxoplasma encephalitis. J. Neuroimmunol. 76 (1),
167–176. https://doi.org/10.1016/S0165-5728(97)00047-7.
Desmonts, G., Couvreur, J., 1974. Toxoplasmosis in pregnancy and its transmission to the fetus. Bull. N. Y. Acad. Med. 50 (2), 146–159.
Dhakal, R., Gajurel, K., Montoya, J.G., 2018. Toxoplasmosis in the non-orthotopic heart transplant recipient population, how common is it? Any indication for prophy-
laxis? Curr. Opin. Organ Transplant. 23 (4), 407–416. https://doi.org/10.1097/MOT.0000000000000550.
Dittmar, A. J., Drozda, A. A. and Blader, I. J. (2016) ‘Drug repurposing screening identifies novel compounds that effectively inhibit Toxoplasma gondii growth’,mSphere,
1(2). doi:https://doi.org/10.1128/mSphere.00042-15.
Djurković-Djaković, O., et al., 1999. Synergistic effect of clindamycin and atovaquone in acute murine toxoplasmosis. Antimicrob. Agents Chemother. 43 (9),
2240–2244. https://doi.org/10.1128/AAC.43.9.2240.
Djurković-Djaković, O., et al., 2002. Efficacy of atovaquone combined with clindamycin against murine infection with a cystogenic (Me49) strain of Toxoplasma gondii.
J. Antimicrob. Chemother. 50 (6), 981–987.
Docampo, R., et al., 1978. Lipid peroxidation and the generation of free radicals, superoxide anion, and hydrogen peroxide in beta-lapachone-treated Trypanosoma cruzi
epimastigotes. Arch. Biochem. Biophys. 186 (2), 292–297.
Doggett, J.S., et al., 2012. Endochin-like quinolones are highly efficacious against acute and latent experimental toxoplasmosis. Proc. Natl. Acad. Sci. U. S. A. 109 (39),
15936–15941. https://doi.org/10.1073/pnas.1208069109.
Doggett, J.S., et al., 2014. Bumped kinase inhibitor 1294 treats established Toxoplasma gondii infection. Antimicrob. Agents Chemother. 58 (6), 3547–3549. https://doi.
org/10.1128/AAC.01823-13.
Doliwa, C., et al., 2013. Identification of differentially expressed proteins in sulfadiazine resistant and sensitive strains of toxoplasma gondii using difference-gel elec-
trophoresis (DIGE). Int. J. Parasitol. 3, 35–44. https://doi.org/10.1016/j.ijpddr.2012.12.002 Drugs and Drug Resistance.
Dunay, I.R., et al., 2009. Artemisone and artemiside control acute and reactivated toxoplasmosis in a murine model. Antimicrob. Agents Chemother. 53 (10),
4450–4456. https://doi.org/10.1128/AAC.00502-09.
Dunay, I.R., et al., 2018. Treatment of toxoplasmosis: historical perspective, animal models, and current clinical practice. Clin. Microbiol. Rev. (4), 31 https://doi.org/
10.1128/CMR.00057-17.
Eissa, M.M., et al., 2015. Could miltefosine be used as a therapy for toxoplasmosis? Exp. Parasitol. 157, 12–22. https://doi.org/10.1016/j.exppara.2015.06.005.
El-Zawawy, L.A., et al., 2015a. Preventive prospective of triclosan and triclosan-liposomal nanoparticles against experimental infectionwith a cystogenicME49 strain of
Toxoplasma gondii. Acta Trop. 141, 103–111. https://doi.org/10.1016/j.actatropica.2014.09.020 Pt A).
El-Zawawy, L.A., et al., 2015b. Triclosan and triclosan-loaded liposomal nanoparticles in the treatment of acute experimental toxoplasmosis. Exp. Parasitol. 149, 54–64.
https://doi.org/10.1016/j.exppara.2014.12.007.
Escotte-Binet, S., et al., 2018. Metallopeptidases of Toxoplasma gondii: in silico identification and gene expression. Parasite 25, 26. https://doi.org/10.1051/parasite/
2018025.
Etewa, S.E., et al., 2018. Assessment of spiramycin-loaded chitosan nanoparticles treatment on acute and chronic toxoplasmosis inmice. J. Parasit. Dis. 42 (1), 102–113.
https://doi.org/10.1007/s12639-017-0973-8.
European AIDS Clinical Society (EACS) (2018) EACS Guidelines 2018, http://www.eacsociety.org. Available at: http://www.eacsociety.org/files/2018_guidelines-9.1-
english.pdf.
Ferguson, D.J., et al., 1994. An ultrastructural study of the effect of treatmentwith atovaquone in brains of mice chronically infectedwith theME49 strain of Toxoplasma
gondii. Int. J. Exp. Pathol. 75 (2), 111–116.
Fernàndez-Sabé, N., et al., 2012. Risk factors, clinical features, and outcomes of toxoplasmosis in solid-organ transplant recipients: a matched case-control study. Clin.
Infect. Dis. 54 (3), 355–361. https://doi.org/10.1093/cid/cir806.
Ferreira, R.A., et al., 2002. Activity of natural and synthetic naphthoquinones against Toxoplasma gondii, in vitro and in murine models of infection. Parasite 9 (3),
261–269. https://doi.org/10.1051/parasite/2002093261.
Ferreira, R.A., et al., 2006. Toxoplasma gondii: in vitro and in vivo activities of the hydroxynaphthoquinone 2-hydroxy-3-(1′-propen-3-phenyl)-1,4-naphthoquinone
alone or combined with sulfadiazine. Exp. Parasitol. 113 (2), 125–129. https://doi.org/10.1016/j.exppara.2005.12.006.
Ferreira, R.A., et al., 2012. New naphthoquinones and an alkaloid with in vitro activity against Toxoplasma gondii RH and EGS strains. Exp. Parasitol. 132 (4), 450–457.
https://doi.org/10.1016/j.exppara.2012.09.003.
Foulon,W., et al., 1999. Prenatal diagnosis of congenital toxoplasmosis: amulticenter evaluation of different diagnostic parameters. Am. J. Obstet. Gynecol. 181 (4), 843–847.
Freeman, K., et al., 2008. Predictors of retinochoroiditis in children with congenital toxoplasmosis: European, prospective cohort study. Pediatrics 121 (5),
e1215–e1222. https://doi.org/10.1542/peds.2007-2169.
Fu, Y.-F., et al., 2011. Generation of a neutralizing human monoclonal antibody fab fragment to surface antigen 1 of Toxoplasma gondii tachyzoites. Infect. Immun. 79
(1), 512–517. https://doi.org/10.1128/IAI.00969-10.
Fung, H.B., Kirschenbaum, H.L., 1996. Treatment regimens for patients with toxoplasmic encephalitis. Clin. Ther. 18 (6), 1037–1056.
Gajurel, K., Dhakal, R., Montoya, J.G., 2015. Toxoplasma prophylaxis in haematopoietic cell transplant recipients: a review of the literature and recommendations. Curr.
Opin. Infect. Dis. 28 (4), 283–292. https://doi.org/10.1097/QCO.0000000000000169.
Gallant, J., 2015. Get rich quick with old generic drugs! The Pyrimethamine pricing scandal. Open Forum Infect. Dis. 2 (4). https://doi.org/10.1093/ofid/ofv177.
Gallino, A., et al., 1996. Toxoplasmosis in heart transplant recipients. Eur. J. Clin. Microbiol. Infect. Dis. 15 (5), 389–393.
Gazzinelli, R.T., et al., 1993. Interleukin 12 is required for the T-lymphocyte-independent induction of interferon gamma by an intracellular parasite and induces re-
sistance in T-cell-deficient hosts. Proc. Natl. Acad. Sci. U. S. A. 90 (13), 6115–6119.
Gazzinelli, R.T., et al., 1996. In the absence of endogenous IL-10, mice acutely infected with Toxoplasma gondii succumb to a lethal immune response dependent on CD4+ T
cells and accompanied by overproduction of IL-12, IFN-gamma and TNF-alpha. J. Immunol. 157 (2), 798–805.
13N. Konstantinovic et al. / Food and Waterborne Parasitology 12 (2019) e00036Gilbert, R., Gras, L., European Multicentre Study on Congenital Toxoplasmosis, 2003. Effect of timing and type of treatment on the risk of mother to child transmission
of Toxoplasma gondii. BJOG 110 (2), 112–120.
Goswami, Rama Prosad, et al., 2015. Alternative treatment approach to cerebral toxoplasmosis in HIV/AIDS: experience from a resource-poor setting. Int. J. STD AIDS 26
(12), 864–869. https://doi.org/10.1177/0956462414560594.
Gras, L., et al., 2005. Association between prenatal treatment and clinical manifestations of congenital toxoplasmosis in infancy: a cohort study in 13 European centres.
Acta Paediatr. 94 (12), 1721–1731. https://doi.org/10.1080/08035250500251999.
Hegab, S.M., Al-Mutawa, S.A., 2003. Immunopathogenesis of toxoplasmosis. Clin. Exp. Med. 3 (2), 84–105. https://doi.org/10.1007/s10238-003-0011-2.
Hernandez, A.V., et al., 2017. A systematic review andmeta-analysis of the relative efficacy and safety of treatment regimens for HIV-associated cerebral toxoplasmosis:
is trimethoprim-sulfamethoxazole a real option? HIV Med. 18 (2), 115–124. https://doi.org/10.1111/hiv.12402.
Holland, G.N., Lewis, K.G., 2002. An update on current practices in the management of ocular toxoplasmosis. Am J. Ophthalmol. 134 (1), 102–114. https://doi.org/
10.1016/S0002-9394(02)01526-X.
Hotop, A., Hlobil, H., Gross, U., 2012. Efficacy of rapid treatment initiation following primary Toxoplasma gondii infection during pregnancy. Clin. Infect. Dis. 54 (11),
1545–1552. https://doi.org/10.1093/cid/cis234.
Innes et al., 2019. A one health approach to vaccines against Toxoplasma gondii. Food Waterborne Parasitol.
Jackowski, S., et al., 1989. Acetoacetyl-acyl carrier protein synthase. A target for the antibiotic thiolactomycin. J. Biol. Chem. 264 (13), 7624–7629.
Jacobson, J.M., et al., 2001. Dose-escalation, phase I/II study of azithromycin and pyrimethamine for the treatment of toxoplasmic encephalitis in AIDS. AIDS 15 (5),
583–589.
Kadri, D., et al., 2014. The potential of quinoline derivatives for the treatment of Toxoplasma gondii infection. Exp. Parasitol. 145, 135–144. https://doi.org/10.1016/j.
exppara.2014.08.008.
Kaplan, J.E., et al., 2009. Guidelines for prevention and treatment of opportunistic infections in HIV-infected adults and adolescents: Recommendations from CDC, the
National Institutes of Health, and the HIVmedicine Association of the Infectious Diseases Society of America.MMWR. Recommendations and Reports: Morbidity and
Mortality Weekly Report. Recommendations and Reports, 58(RR-4), pp. 1–207; quiz CE1-4.
Kasagi, S., Kawano, S., Kumagai, S., 2011. PD-1 and autoimmunity. Crit. Rev. Immunol. 31 (4), 265–295.
Katlama, C., et al., 1996. Pyrimethamine-clindamycin vs. pyrimethamine-sulfadiazine as acute and long-term therapy for toxoplasmic encephalitis in patients with
AIDS. Clin. Infect. Dis. 22 (2), 268–275.
Khan, I.A., Kasper, L.H., 1996. IL-15 augments CD8+ T cell-mediated immunity against Toxoplasma gondii infection in mice. J. Immunol. 157 (5), 2103–2108.
Khan, I.A., Matsuura, T., Kasper, L.H., 1994. Interleukin-12 enhances murine survival against acute toxoplasmosis. Infect. Immun. 62 (5), 1639–1642.
Khan, I.A., Matsuura, T., Kasper, L.H., 1995. IL-10 mediates immunosuppression following primary infection with Toxoplasma gondii in mice. Parasite Immunol. 17 (4),
185–195.
Khan, I.A., et al., 1999. Immune CD8(+) T cells prevent reactivation of Toxoplasma gondii infection in the immunocompromised host. Infect. Immun. 67 (11),
5869–5876.
Kieffer, F., et al., 2008. Risk factors for retinochoroiditis during the first 2 years of life in infants with treated congenital toxoplasmosis. Pediatr. Infect. Dis. J. 27 (1),
27–32. https://doi.org/10.1097/INF.0b013e318134286d.
Kongsaengdao, S., et al., 2008. Randomized controlled trial of pyrimethamine plus sulfadiazine versus trimethoprim plus sulfamethoxazole for treatment of toxoplas-
mic encephalitis in AIDS patients. J. Int. Assoc. Phys. AIDS Care 7 (1), 11–16. https://doi.org/10.1177/1545109707301244.
Lai, B.-S., et al., 2012. Molecular target validation, antimicrobial delivery, and potential treatment of Toxoplasma gondii infections. Proc. Natl. Acad. Sci. U. S. A. 109 (35),
14182–14187. https://doi.org/10.1073/pnas.1208775109.
Lebech, M., et al., 1999. Feasibility of neonatal screening for Toxoplasma infection in the absence of prenatal treatment. Danish congenital toxoplasmosis study group’,
Lancet 353 (9167), 1834–1837.
Lim, S.S.-Y., Othman, R.Y., 2014. Recent advances in Toxoplasma gondii Immunotherapeutics. Korean J. Parasitol. 52 (6), 581–593. https://doi.org/10.3347/
kjp.2014.52.6.581.
Lourido, S., et al., 2010. Calcium-dependent protein kinase 1 is an essential regulator of exocytosis in Toxoplasma. Nature 465 (7296), 359–362. https://doi.org/10.1038/
nature09022.
Luft, B.J., et al., 1993. Toxoplasmic encephalitis in patients with the acquired immunodeficiency syndrome. N. Engl. J. Med. 329 (14), 995–1000. https://doi.org/
10.1056/NEJM199309303291403.
Lykins, J.D., et al., 2018. CSGID solves structures and identifies phenotypes for five enzymes in Toxoplasma gondii. Front. Cell. Infect. Microbiol. 8, 352. https://doi.org/
10.3389/fcimb.2018.00352.
Maldonado, Y.A., Read, J., Committee on infectious diseases, 2017. Diagnosis, Treatment, and Prevention of Congenital Toxoplasmosis in the United States. Pediatrics
139 (2). https://doi.org/10.1542/peds.2016-3860.
Mandelbrot, L., et al., 2018. Prenatal therapy with pyrimethamine + sulfadiazine vs spiramycin to reduce placental transmission of toxoplasmosis: a multicenter, ran-
domized trial. Am. J. Obstet. Gynecol. 219 (4), 386.e1–386.e9. https://doi.org/10.1016/j.ajog.2018.05.031.
Martino, R., et al., 2005. Early detection of Toxoplasma infection by molecular monitoring of Toxoplasma gondii in peripheral blood samples after allogeneic stem cell
transplantation. Clin. Infect. Dis. 40 (1), 67–78. https://doi.org/10.1086/426447.
Martins-Duarte, E.S., et al., 2009. Thiolactomycin analogues as potential anti-Toxoplasma gondii agents. Parasitol. Int. 58 (4), 411–415. https://doi.org/10.1016/j.
parint.2009.08.004.
Maubon, D., et al., 2010. Activity of the histone deacetylase inhibitor FR235222 on Toxoplasma gondii: inhibition of stage conversion of the parasite cyst form and study
of new derivative compounds. Antimicrob. Agents Chemother. 54 (11), 4843–4850. https://doi.org/10.1128/AAC.00462-10.
Mazumdar, J., et al., 2006. Apicoplast fatty acid synthesis is essential for organelle biogenesis and parasite survival in Toxoplasma gondii. Proc. Natl. Acad. Sci. U. S. A. 103
(35), 13192–13197. https://doi.org/10.1073/pnas.0603391103.
McFadden, D.C., et al., 2000. Characterization of cytochrome b from Toxoplasma gondii and Q(o) domain mutations as a mechanism of atovaquone-resistance. Mol.
Biochem. Parasitol. 108 (1), 1–12.
McFarland, M.M., et al., 2016. Review of experimental compounds demonstrating anti-Toxoplasma activity. Antimicrob. Agents Chemother. 60 (12), 7017–7034.
https://doi.org/10.1128/AAC.01176-16.
McLeod, R., et al., 2006. Outcome of treatment for congenital toxoplasmosis, 1981–2004: the national collaborative Chicago-based, congenital toxoplasmosis study.
Clin. Infect. Dis. 42 (10), 1383–1394. https://doi.org/10.1086/501360.
McPhillie, M., et al., 2016. New paradigms for understanding and step changes in treating active and chronic, persistent apicomplexan infections. Sci. Rep. 6, 29179.
https://doi.org/10.1038/srep29179.
Mele, A., et al., 2002. Toxoplasmosis in bone marrow transplantation: a report of two cases and systematic review of the literature. Bone Marrow Transplant. 29 (8),
691–698. https://doi.org/10.1038/sj.bmt.1703425.
Meneceur, P., et al., 2008. In vitro susceptibility of various genotypic strains of Toxoplasma gondii to pyrimethamine, sulfadiazine, and atovaquone. Antimicrob. Agents
Chemother. 52 (4), 1269–1277. https://doi.org/10.1128/AAC.01203-07.
Mets, M.B., et al., 1996. Eye manifestations of congenital toxoplasmosis. Am J. Ophthalmol. 122 (3), 309–324.
Montazeri, M., et al., 2017. A systematic review of in vitro and in vivo activities of anti-Toxoplasma drugs and compounds (2006-2016). Front. Microbiol. 8, 25.
https://doi.org/10.3389/fmicb.2017.00025.
Montoya, J.G., Liesenfeld, O., 2004. Toxoplasmosis. Lancet 363 (9425), 1965–1976. https://doi.org/10.1016/S0140-6736(04)16412-X.
Mui, E.J., et al., 2008. Novel triazine JPC-2067-B inhibits Toxoplasma gondii in vitro and in vivo. PLoS Negl. Trop. Dis. 2 (3), e190. https://doi.org/10.1371/journal.
pntd.0000190.
Müller, J., et al., 2017. Development of a murine vertical transmission model for Toxoplasma gondii oocyst infection and studies on the efficacy of bumped kinase in-
hibitor (BKI)-1294 and the naphthoquinone buparvaquone against congenital toxoplasmosis. J. Antimicrob. Chemother. 72 (8), 2334–2341. https://doi.org/
10.1093/jac/dkx134.
14 N. Konstantinovic et al. / Food and Waterborne Parasitology 12 (2019) e00036Murata, Y., et al., 2017. Identification of compounds that suppress Toxoplasma gondii tachyzoites and bradyzoites. PLoS One 12 (6), e0178203. https://doi.org/10.1371/
journal.pone.0178203.
Ni Nyoman, A.D., Lüder, C.G.K., 2013. Apoptosis-like cell death pathways in the unicellular parasite Toxoplasma gondii following treatment with apoptosis inducers and
chemotherapeutic agents: a proof-of-concept study. Apoptosis 18 (6), 664–680. https://doi.org/10.1007/s10495-013-0832-8.
O'Donnell, J.M., Zhang, H.-T., 2004. Antidepressant effects of inhibitors of cAMP phosphodiesterase (PDE4). Trends Pharmacol. Sci. 25 (3), 158–163. https://doi.org/
10.1016/j.tips.2004.01.003.
Ojo, K.K., et al., 2014. A specific inhibitor of PfCDPK4 blocks malaria transmission: chemical-genetic validation. J. Infect. Dis. 209 (2), 275–284. https://doi.org/10.1093/
infdis/jit522.
Opsenica, D., et al., 2015. Tetraoxanes as inhibitors of apicomplexan parasites Plasmodium falciparum and Toxoplasma gondii and anti-cancer molecules. J. Serb. Chem.
Soc. 80 (11), 1339–1359. https://doi.org/10.2298/JSC150430063O.
Ozgonul, C., Besirli, C.G., 2017. Recent developments in the diagnosis and treatment of ocular toxoplasmosis. Ophthalmic Res. 57 (1), 1–12. https://doi.org/10.1159/
000449169.
Patel, D.V., et al., 1996. Resolution of intracranial calcifications in infants with treated congenital toxoplasmosis. Radiology 199 (2), 433–440. https://doi.org/10.1148/
radiology.199.2.8668790.
Petersen, E., 2007. Prevention and treatment of congenital toxoplasmosis. Expert Rev. Anti-Infect. Ther. 5 (2), 285–293. https://doi.org/10.1586/14787210.5.2.285.
Peyron, F., et al., 2017. Congenital toxoplasmosis in France and the United States: one parasite, two diverging approaches. PLoS Negl. Trop. Dis. 11 (2), e0005222.
https://doi.org/10.1371/journal.pntd.0005222.
Pfaff, A.W., et al., 2014. New clinical and experimental insights into Old World and neotropical ocular toxoplasmosis. Int. J. Parasitol. 44 (2), 99–107. https://doi.org/
10.1016/j.ijpara.2013.09.007.
Phan, L., et al., 2008. Longitudinal study of new eye lesions in children with toxoplasmosis whowere not treated during the first year of life. Am J. Ophthalmol. 146 (3),
375–384. https://doi.org/10.1016/j.ajo.2008.04.033.
Prusa, A.-R. et al. (2015) ‘Amniocentesis for the detection of congenital toxoplasmosis: results from the nationwide Austrian prenatal screening program’, Clin.
Microbiol. Infect., 21(2), pp. 191.e1–8. doi:https://doi.org/10.1016/j.cmi.2014.09.018.
Radke, J.B., et al., 2018. Evaluation of current and emerging antimalarial medicines for inhibition of Toxoplasma gondii growth in Vitro. ACS Infect. Dis. 4 (8), 1264–1274.
https://doi.org/10.1021/acsinfecdis.8b00113.
Rajapakse, S., et al., 2013. Antibiotics for human toxoplasmosis: a systematic review of randomized trials. Pathog. Glob. Health 107 (4), 162–169. https://doi.org/
10.1179/2047773213Y.0000000094.
Ramakrishnan, S., et al., 2015. The intracellular parasite Toxoplasma gondii depends on the synthesis of long-chain and very long-chain unsaturated fatty acids not sup-
plied by the host cell. Mol. Microbiol. 97 (1), 64–76. https://doi.org/10.1111/mmi.13010.
Rezaei, F., et al., 2018. A systematic review of Toxoplasma gondii antigens to find the best vaccine candidates for immunization. Microb. Pathog. 126, 172–184.
https://doi.org/10.1016/j.micpath.2018.11.003.
Robert-Gangneux, F., 2014. It is not only the cat that did it: how to prevent and treat congenital toxoplasmosis. J. Infect. 68, S125–S133. https://doi.org/10.1016/j.
jinf.2013.09.023.
Robert-Gangneux, F., et al., 2011. The placenta: a main role in congenital toxoplasmosis? Trends Parasitol. 27 (12), 530–536. https://doi.org/10.1016/j.pt.2011.09.005.
Robert-Gangneux, F., et al., 2015. Molecular diagnosis of toxoplasmosis in immunocompromised patients: a 3-year multicenter retrospective study. J. Clin. Microbiol.
53 (5), 1677–1684. https://doi.org/10.1128/JCM.03282-14.
Robert-Gangneux, F., et al., 2018. Toxoplasmosis in transplant recipients, Europe, 2010–2014. Emerg. Infect. Dis. 24 (8), 1497–1504. https://doi.org/10.3201/
eid2408.180045.
Romand, S., Pudney, M., Derouin, F., 1993. In vitro and in vivo activities of the hydroxynaphthoquinone atovaquone alone or combined with pyrimethamine, sulfadi-
azine, clarithromycin, or minocycline against Toxoplasma gondii. Antimicrob. Agents Chemother. 37 (11), 2371–2378. https://doi.org/10.1128/AAC.37.11.2371.
Rothova, A., et al., 1993. Therapy for ocular toxoplasmosis. Am J. Ophthalmol. 115 (4), 517–523.
Rutaganira, F.U., et al., 2017. Inhibition of calcium dependent protein kinase 1 (CDPK1) by pyrazolopyrimidine analogs decreases establishment and reoccurrence of
central nervous system disease by Toxoplasma gondii. J. Med. Chem. 60 (24), 9976–9989. https://doi.org/10.1021/acs.jmedchem.7b01192.
Saba, J., et al., 1993. Pyrimethamine plus azithromycin for treatment of acute toxoplasmic encephalitis in patients with AIDS. Eur. J. Clin. Microbiol. Infect. Dis. 12 (11),
853–856.
Schmidt, D.R., et al., 2006. The national neonatal screening programme for congenital toxoplasmosis in Denmark: results from the initial four years, 1999–2002. Arch.
Dis. Child. 91 (8), 661–665. https://doi.org/10.1136/adc.2004.066514.
Schuster, F.L., Guglielmo, B.J., Visvesvara, G.S., 2006. In-vitro activity of miltefosine and voriconazole on clinical isolates of free-living amebas: Balamuthia mandrillaris,
Acanthamoeba spp., and Naegleria fowleri. J. Eukaryot. Microbiol. 53 (2), 121–126. https://doi.org/10.1111/j.1550-7408.2005.00082.x.
Shubar, H.M., et al., 2008. A new combined flow-cytometry-based assay reveals excellent activity against Toxoplasma gondii and low toxicity of new bisphosphonates
in vitro and in vivo. J. Antimicrob. Chemother. 61 (5), 1110–1119. https://doi.org/10.1093/jac/dkn047.
Signorell, L.M., et al., 1996. Cord blood screening for congenital toxoplasmosis in northwestern Switzerland, 1982–1999. Pediatr. Infect. Dis. J. 25 (2), 123–128.
https://doi.org/10.1097/01.inf.0000195542.43369.96.
Silva, L.A., et al., 2017. Genetic polymorphisms and phenotypic profiles of sulfadiazine-resistant and sensitive Toxoplasma gondii isolates obtained from newborns with
congenital toxoplasmosis in Minas Gerais, Brazil. PLoS One 12 (1), e0170689. https://doi.org/10.1371/journal.pone.0170689.
Spalenka, J., et al., 2018. Discovery of new inhibitors of Toxoplasma gondii via the pathogen box. Antimicrob. Agents Chemother. 62 (2). https://doi.org/10.1128/
AAC.01640-17.
Tan, F., et al., 2010. Monoclonal antibodies against nucleoside triphosphate hydrolase-II can reduce the replication of Toxoplasma gondii. Parasitol. Int. 59 (2), 141–146.
https://doi.org/10.1016/j.parint.2009.12.007.
Teimouri, A., et al., 2018. Anti-Toxoplasma activity of various molecular weights and concentrations of chitosan nanoparticles on tachyzoites of RH strain. Int.
J. Nanomedicine 13, 1341–1351. https://doi.org/10.2147/IJN.S158736.
Thiébaut, R., et al., 2007. Effectiveness of prenatal treatment for congenital toxoplasmosis: a meta-analysis of individual patients’ data. Lancet 369 (9556), 115–122.
https://doi.org/10.1016/S0140-6736(07)60072-5.
Torgerson, P.R., Mastroiacovo, P., 2013. The global burden of congenital toxoplasmosis: a systematic review. Bull. World Health Organ. 91 (7), 501–508. https://doi.org/
10.2471/BLT.12.111732.
Torre, D., et al., 1998. Randomized trial of trimethoprim-sulfamethoxazole versus pyrimethamine-sulfadiazine for therapy of toxoplasmic encephalitis in patients with
AIDS. Italian collaborative study group. Antimicrob. Agents Chemother. 42 (6), 1346–1349.
Torres, R.A., et al., 1997. Atovaquone for salvage treatment and suppression of Toxoplasmic encephalitis in patients with AIDS. Clin. Infect. Dis. 24 (3), 422–429.
https://doi.org/10.1093/clinids/24.3.422.
Valentini, P., et al., 2009. Role of spiramycin/cotrimoxazole association in the mother-to-child transmission of toxoplasmosis infection in pregnancy. Eur. J. Clin.
Microbiol. Infect. Dis. 28 (3), 297–300. https://doi.org/10.1007/s10096-008-0612-5.
Vidadala, R.S.R., et al., 2016. Development of an orally available and central nervous system (CNS) penetrant Toxoplasma gondii calcium-dependent protein kinase 1
(TgCDPK1) inhibitor with minimal human ether-a-go-go-related gene (hERG) activity for the treatment of toxoplasmosis. J. Med. Chem. 59 (13), 6531–6546.
https://doi.org/10.1021/acs.jmedchem.6b00760.
Villena, I., et al., 1998. Pyrimethamine-sulfadoxine treatment of congenital toxoplasmosis: follow-up of 78 cases between 1980 and 1997. Reims toxoplasmosis group.
Scand. J. Infect. Dis. 30 (3), 295–300.
Wallon, M. et al. (2013) ‘Congenital toxoplasma infection: monthly prenatal screening decreases transmission rate and improves clinical outcome at age 3 years’, Clin.
Infect. Dis., 56(9), pp. 1223–1231. doi:https://doi.org/10.1093/cid/cit032.
Wang, Z.-D., et al., 2017. Prevalence and burden of Toxoplasma gondii infection in HIV-infected people: a systematic review and meta-analysis. Lancet HIV 4 (4),
e177–e188. https://doi.org/10.1016/S2352-3018(17)30005-X.
15N. Konstantinovic et al. / Food and Waterborne Parasitology 12 (2019) e00036Webster, D., et al., 2012. Treatment of granulomatous amoebic encephalitis with voriconazole and miltefosine in an immunocompetent soldier. Am. J. Trop. Med. Hyg.
87 (4), 715–718. https://doi.org/10.4269/ajtmh.2012.12-0100.
Wei, H.-X., et al., 2015. A systematic review andmeta-analysis of the efficacy of anti-Toxoplasma gondiimedicines in humans. PLoS One 10 (9). https://doi.org/10.1371/
journal.pone.0138204.
Wilson, C.B., et al., 1980. Development of adverse sequelae in children born with subclinical congenital Toxoplasma infection. Pediatrics 66 (5), 767–774.
Yap, G., Pesin, M., Sher, A., 2000. Cutting edge: IL-12 is required for the maintenance of IFN-gamma production in T cells mediating chronic resistance to the intracel-
lular pathogen, Toxoplasma gondii. J. Immunol. 165 (2), 628–631.
Yarovinsky, F., 2014. Innate immunity to Toxoplasma gondii infection. Nat. Rev. Immunol. 14 (2), 109–121. https://doi.org/10.1038/nri3598.
You, C., et al., 2017. Silver nanoparticle loaded collagen/chitosan scaffolds promote wound healing via regulating fibroblast migration and macrophage activation. Sci.
Rep. 7 (1), 10489. https://doi.org/10.1038/s41598-017-10481-0.
